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Abstract
To date, there are no studies that show efficacy of occupational therapy intervention for
people with chronic pain. The purpose ofthe study was to examine the efficacy of
occupational therapy intervention, within a multidisciplinary and integrative team, for
people suffering from chronic pain. The study involved four females and two male
participants, who received a combination of occupational therapy, chiropractic, and
structural integration services over a four to six week period. Their functional outcomes
were measured before and after the intervention period utilizing the Canadian
Occupational Performance Measure (COPM) and the Chronic Pain Coping Inventory
(CPCD.
The results showed that four out ofthe six participants had clinically important changes
in their occupational satisfaction and performance, and all of the participants had a
positive change. The categories from the CPCI that were found to be sigrificant with an o
: 
.05 were guarding at .05, and exercise at .02.
The results of this study indicate that occupational therapy can be effective for improving
overall function and positive coping strategies in people who have chronic pain. It has
been shown that occupational therapists are able to compliment and work with
conventional and altemative practitioners on a multidisciplinary team. It is recommended
that more research be done in the future in this area.
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Chapter 1: Introduction
Background
The l06th U.S. Congress recognized that chronic pain is of growing concern
when they passed Title VI, Sec. 1603, ofH.R. 3244, which declared the lO-year period
beginning January 1, 2001, as the "Decade of Pain Control and Research" (National
Center for Health Statistics, 2006, p. 68). Chronic pain is a debilitating condition that
affects over 70 million Americans (Mayday Fund, 2009, p. 2) and costs approximately
$50 billion U.S. healthcare dollars each year @urgoyne, 2007, p. 3). According to the
US Census Bureau, 37% ofyoung adults ages 20-44 reported experiencing pain that has
lasted for one year or longer (National Center for Health Statistics, 2006\.ln 2004, "28o/o
of adults 18 years ofage and over with recent low-back pain said they had a limitation of
activity caused by a chronic condition" (National Center for Health Statistics, 2006, p.
70).
There are many available teatment options for people who are in pain. Most
individuals with chronic pain hope to cure their chronic pain by using medication for
relief. "In 2003-2004, 50% of emergency deparhent visits for persons with a severe
pain recorded had narcotic analgesic drugs prescribed, or provided during the visit"
(National Cpnter for Health Statistics, 2006, p. 78). The long-term utilization ofopioid
analgesic medication is controversial in the medical community due to potential for
addiction (Iensen, Thomsen, & Hojsted, 2006; Tan, Alvarez, & Jensen,2006), leaving
other complementary and altemative treatnent methods a viable and popular option for
many people suffering from chronic pain (Tan, Alvarez, & Jensen,2006). Third party
payers do not cover many of these modalities, and there is a lack of research describing
2efficacy of many of the complementary and altemative interventions commonly used to
treat chronic pain.
The Ithaca Free Clinic (IFC) in the Tompkins County, New York area began a
program to meet many of the above-mentioned needs. The chronic pain program at the
IFC is a multidisciplinary and integrative Fogram for people in the community who are
suffering from chronic pain. The IFC provides free healthcare services to the un- and
under-insured residents of Tompkins County and the surrounding region (thaca Health
Alliance, 2007). Per clinic policy, IFC providers do not prescribe narcotics for patients
that have chronic pain, and so the chronic pain program was developed as an alternative
for patients to help cope with, and decrease, their pain symptoms. The chronic pain
management progtam is consistent with the IFC's mission to be an integrated medical
center; a place where "patients could receive both conventional medical care offered by
physicians and nurse practitioners, and also seek care from holistic professionals so that
visitors have access to a healthy variety of choices in the healthcare they receive" (Ithaca
Health Alliance, 2007).
The basis ofthis study was to document the progress of the patients who
participated in the chronic pain management program at the IFC. Several disciplines
were involved in patient care as part of the program, including chiropractic, structural
integration, occupational therapy, and medical services tbrough a physician, nurse, and
nurse practitioner. The program was designed to adapt to any discipline that becomes
available to treat patients, as the IFC is a volunteer based organization with varying
provider availability.
Research Problem
There is an overall lack of efficacy-based research involving chronic pain
treatrent progmms. Of the literature that exists, most involve multidisciplinary
programs however they do not have reliable outcomes. In addition, there are few
research progxams that do not include analgesic medication as a chronic pain heatment
method. Although there is a strong theoretical base of support for occupational therapy's
role in chronic pain management (Borell, Asaba, Rosenberg, Schult, & Townsend, 2006;
Brown,2002; Brown,2003; Engel, 1999; Rochman, & Kennedy-Spaien, 2007) there arc
no studies to date that show clinical efficacy of occupational therapy that would support
evidence-based intervention for practitioners. Also, the role of altemative practitioners
on a multidisciplinary chronic pain team with occupational therapists has not been
addressed in the curent literature.
Rationale
This study ofthe efEcacy of occupational therapy intervention within a chronic
pain managernent program had multiple benefits. It provided information about the
effectiveness of occupational therapy intervention within the chronic pain program for
the Ithaca Free Clinic, which will allow for the continuation and modification of the
program as needed. This in tum should benefit any future patients partaking in the
program. The results of this study will contribute to a research base of support for
occupational therapy's role for chronic pain management, and begin to define a role for
occupational therapy within an integrative setting.
Definition of Terms
l. Chronic pain is defined by the researcher, for the purposes of this study, as
neuromusculoskeletal symptoms persisting for 12 weeks or more. Exclusion criteria are
suspeckd or confirmed pathology (e.g. neoplasi4 infection, fracture, inflammatory
disease), or contraindications to exercise as indicated by the physician or nurse
practitioner.
2. Conventional Medicine is defined as "medicine as practiced by holders of M.D.
(medical doctor) degree and by their allied health professionals such as physical
therapists, occupational therapist, psychologists, and registered nurses" (National
Institute of Healtlu 20 I I ).
3. Complementary and Altemative Medicine (CAM) is defined as "a group of
diverse medical and health care systems, practices, and products that are not generally
considered part of conventional medicine" (National Institute of Health, 201 1).
4. Integrative medicine is defined as "a practice that combines both conventional
and CAM teatments for which there is evidence of safety and effectiveness" (National
Institute of Health, 201 l).
5. Multidisciplinary approach is defined as a "group of health care workers and
social care professionals who are experts in different areas with different professional
backgrounds, united as a team for the purpose of planning and implementing treatnent
programs for complex medical conditions. They work in a coordinated manner with
members who are elected into the team depending upon the patient's needs and the
condition or disease being teated" (USLegal, Inc, 201 l).
5Purpose
The purpose ofthis study was to evaluate the efficacy of occupational therapy
treatment for patients with chronic pain. It also examined occupational therapy's role
within the multidisciplinary and integrative chronic pain management group. The results
ofthis study indicate whether occupational therapy, in conjunction with other disciplines,
may be effective in the reduction of patients' chronic pain symptoms and improvement in
their frrnctional capabilities and positive coping strategies.
6Chapter 2: A Review of the Literature
Patholory and Experience of Chronic Pain
Chronic pain is a complex experience that has varying origins and severity.
Chronic pain extends past normal healing time, and can continue to afflict a person
despite many different medical beatnents (Geertzen, Van Wilgen, Schrier, & Dijkstra,
2006,p.364). Chronic pain has been a controversial topic in the scientific community, as
diagnostic tools have failed to consistently and accurately identif its mechanical and
neurological causes. More current neurobiological research on huinans, and animals, has
given slightly more clinical insight as to the origins of chronic pain and its firnctional
implications (Apkarian, Baliki, & Geha, 2009, p. 82). The clinical implications for the
treatment of chronic pain versus acute pain are significant. There are suspected
"psychological, sociological, and culnral mechanisms in the development of chronic pain
syndromes" (Geertzen, Van Wilgen, Schrier, & Dijksha, 2006, p. 364) that are important
to take into account during the treatnent of chronic pain.
Neurological
Acute Pain. Hainline (2005) notes that an individual experiences acute pain when
receptors in the peripheral nervous system, called nociceptors, are activated by a noxious
stimulus. In a broad description ofthe acute pain mechanism, nociceptors are specialized
to send signals tlrough varying pathways to the spinal cord and brain based on the input
of hea! thermal, chemical, or mechanical stimulus. The central nervous system then has
the capability to modulate the pain within the spinal cord, and continue to send the sigaal
to the brain via the neocorticospinal thalamic tract. Once the signal reaches the thalamus
nuclei in the brain, the signal is sent to the somatosensory cortex to be interpreted, so the
7body can emit a motor response. Once the noxious stimulus is removed, then the acute
pain response ends (Hainline, 2005, p. 7 l4-7 16).
Chronic Pain. Some theories suggest that people who suffer from chronic pain
have insult to the central nervous system. The mechanism for pain modulation and
interpretation at the cenhal nervous system level is much more complicated than modem
science can currenfly explain. It has been recently discovered that there are numerous
ascending pathways from the spinal cord to the brain that activate multiple areas of the
brainstem, cortex, and limbic system (Hainline, 2005, p.714-715). One theory to explain
neuropathic pain states that with r€curring pain, there is cortical reorganization that
occurs in the peripheral pathways (Apkarian, Baliki, & Geha,2009, p. 82). However,
current scientific studies report that recurrent neuropathic pain causes each person to have
different behaviors, with tle conclusion that the functional implications of chronic pain
must be determined separately for each person (Apkarian, Baliki, & Geh" 2009,p. 82).
Once the pain signal is sent, the descending pathways influence the body's motor
output and have an influence on how a person perceives his or her pain. The
periaqueductal gray matter in the midbrain sends out efferent information from the cortex
(Hainline, 2005, p.714). Other studies have found that neocortical gray matter volume is
significantly different in chronic pain patients than in contol groups (Apkarian, Baliki, &
Geha 2009, p. 85). The activation ofthis gray matter influences the volumes of various
neurohansmitters, whose neurochemical inlluence has an ef[ect on pain modulation and
interpretation (Grachev, Fredrickson, & Apkarian, 2000, p. 7).
It has been discovered that chronic pain can alter the pathways that connect
various regions ofthe cortex. Baliki, Geha, Apkarian, & Chialvo (2008) studied a control
8group of patients and a group of patients with chronic low back pain. The researchers had
the patients perform various activities while monitoring their brain activity. The imaging
showed that in the control group, one area of the brain would shut down when another
became engaged during activity, thus creating a balance within the brain. In the chronic
pain group, there was constant firing in various areas ofthe brain during activity,
indicating that there was no balance in the central nervous system during tasks (Baliki,
Geha" Apkaria, & Chialvo, 2008). "Enduring pain for a long time affects brain firnction in
response to even minimally demanding attention tasks, completely unrelated to pain"
(Baliki, Geha, Apkarian, & Chialvo,2008, p. l40l). The findings ofthat study indicated
that chronic pain has a'\ridespread impact on overall brain firnction, and suggests that
disruptions...may underlie the cognitive and behavioral impairments accompanying
chronic pain" (Baliki, Geha Apkarian, & Chialvo,2008, p. 1398).
Atl ofthese factors combined lead to the conclusion that the experience of pain
goes beyond the complex web of neurological pain pathways, and neurological insult is
not the sole contributing factor to chronic pain (Hainline, 2005, p.714-717).
Psychological
It has been stated that chronic pain affects the central nervous system. A shrdy
completed by Baliki et al. (2006) made a neurological link between chronic pain and
emotions. Researchers fouad that continued chronic back pain stimulated the medial
prefrontal cortex, which is associated with'hegative emotions, response conflic! and
detection of unfavorable outcomes, especially in relation to the self' (Baliki et a1.,2006,
p.12165).In another study, researchers who sent out a questionnaire to 6,500 individuals
in Finland found a relationship between chronic pain and people believing that they are in
9poor health (MiintyselkA, Turunen, Ahonen, & Kumpusalo, 2003). Additionally, a study
done in 2000 noted that chmnic low back pain caused reductions of several
neuroransmitters in the dorsolateral prefrontal cortex. This directly correlated to a
change in measures recorded ofpain and anxiety (Grachev, Fredrickson, & Apkarian,
2000,p.7).
As pain influences the central nervous system, it creates more psychological
deficits, such as fear, anxiety, and depression. These psychological factors can alter the
person's perception ofthe pain intensity and in tum, exacerbate the feeling ofpain.
Preexisting psychological factors have been shown to contribute to the development of
chronic pain after surgery (Hansen & Streltzer, 2005, p.342).It is also stated in the
literature that there are certain contributing psychological factors that may make a person
more susceptible to chronic pain. These factors are called, 'lellow flags" and include
diagnoses like depressioq fear, somatizatior; shess, and passive or avoidant behavior
(Geertzen, Van Wilgen, Schrier, & Dijksh4 2006,p.365). A person's psychological
state can greatly influence the degree of pain that they experience, which suggests tlat
the neurological and psychological interaction may be far more complex than has been
studied.
Coping With Chronic Pain
People suffering from chronic pain cope with their symptoms in unique ways.
There have been several research studies that attempted to categorize people's coping
methods, one of which drew several relational connections between methods. Davidson,
Tripp, Fabrigar, and Davidson (2008) analyzed the assessment results of 126 people with
chronic pain. They found that there were seven categories of coping methods that people
l0
use to handle their pain. They also found that clinicians should use a battery of
assessments to track changes and improvements in coping mechanisms over time.
The International Association for the Study of Pain (ASP) published an article
that described multiple pain theories and models that explain how coping methods can
affect pain levels (Keefe, Somers, & Kothadia, 2009). The authors discovered that
coping methods not only have a dynamic nature as they change and evolve over time, but
also that negative coping shategies have the potential to exacerbate pain symptoms
(Keefe, Somers, & Kothadia, 2009). A study that tracked the outcomes of patients
participating in a pain coping stategies progxam that taught positive coping methods
found that participants had "significant improvement in levels ofdepression and anxiety,
functional status, and physical ability" (Mead, Theadom, Byron, & Dupont 2007,p.
199). These findings support the need for occupational therapy intervention for teaching
positive coping mechanisms to decrease the intensity of cunent pain, and to prevent the
onset ofmore severe chronic pain in the future from using negative coping sbategies.
Culture of Chronic Pain
Science, at its core, is reductionistic. The previous sections have explained the
biological, neurological and physiological building blocks to the body's pain mechanism'
The medical interventions for pain have risen from the reductionistic analysis of the pain
mechanism. Scientists were able to discover exactly how opiods, anti-inllammatory
medications, and local anesthetics work at a molecular level. This has been valuable, and
more medical based inti:rventions are sure to arise in the futrue. However, it is also
critical to look from the top-down, and examine how cultural constructs can merge with
thb more basic biology of pain (Fitzgerald, 201 0; Woolf, 2007).
1l
Biolory and Culture
Pain is a subjective experience. On one side, there is a biological, physiological,
and ner.rological condition contributing to the experience of chronic pain. On the other
side ofthe experience lies the part that is "felt, lived, and dealt with in the intimate
context ofa person's life and local world..." (Kleinman,2007, p. 17). There has been
extensive research to explain the biological elements of pain, however the cultural
aspects are not well documented as they are neither easily quantifiable nor explained.
"The top-down strategy ofthe social sciences begins with the assumption that there are
unique properties and dynamics to the social world and the cultural organization of
experience" (Kirmayer, 2007, p. 367).
According to Fields (2007) the first acknowledgement from the scientific
community that pain could be modulated, or influenced by a person outside the biological
mechanisnr, came with the research that proved mood, expectation, learning, and other
mechanisms could be powerflil agents against the pain response (Fields, 2007, p. 52).
The brain has been described as a "membrane between the body and the world" (Scarry,
2007, p.65). Pain, on a biological level, affects the body and the brain. Pain signals are
being sent from the body to the brain to be interpreted. The brain is also taking
simultaneous input from the extemal world in reference to the pain signals to be
interpreted (Scarry, 2007). This altered neurological and environmental stucture then
impacts the way a person is able to interact in his or her world. A person's culture, or
extemal world, should have the equal potential to influence the brain and the body
(Scarry, 2007). This concept is crucial when discussing chronic pain management.
t2
For instance, ifa person is suffering from chronic pain, a doctor may choose to
not acknowledge his patient's report ofchronic pain, as there is no diagnostic reason for
the pain to persist. This may make the person feel demeaned, humiliated, or out of
conhol as he or she interprets that extemal input. Conversely, ifa doctor is able to listen,
empathize, and offer client-centered treatnent to a person with chronic pain, then he or
she may feel more empowered, relieved, or positive about his or her situation (Kleinman,
2007).
Cultural Interpretation of Pain
Since a person's external world has much to do with their subjective experience
of pain (Scarry, 2007), it stands to reason that a person's cultural background would also
influence that interpretation and expression (Galanti,2004). Galanti (2004) found that
people from some cultural backgrormds, such as various Asian cultures, people from
Afric4 and people from Eastem Europe tend to be more stoic about their pain. While in
a hospital, these people often do not request pain medication, or report that their pain
level is lower than would be expected. Conversely, people from other cultural
backgrounds, such as from Latin Americ4 or people of Jewish descent tend to be more
vocal about their pain symptoms, and demanding of treatnent (Galanti, 2004). The
explanation behind these culhral connections is not yet known, however it does
conhibute to the theory that a person's extemal world greatly influences their
interpretation of pain.
One common theme throughout the culture in the United States is the complex
metaphorical connection between physical and emotional pain (Kirmayer, 2007). Pain
has always been associated with grief, suffering, and sonow. When something hurts in
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the body, it is an indicator of an injury or illness. When one is hurt emotionally, many
people begin to feel physical pain, in which could be the body's expression of their hurt.
This is called somatization. "Heartbreak" is a classic example ofthat connection
(Kirmayer, 2007). Whether the etiology is emotional or physical, pain has also always
been a message. It provokes tle idea that a person needs to be on alert, anxious, even
worried, about a potential threat or injury. Chronic pain creates a confirsing message for
a person, because although the extemal world is telling them there is no cause for alarm,
all of their biological and emofional mechanisms are putting their senses on high alert.
The longer the pain lasts, the more of a burden it can become (Kirmayer, 2007).
Theoretical Framework
Using an antlropological approach to pain theory, Jackson (2005) explains the
effect that the complexity of chronic pain treatnent has on patients. The current U.S.
medical model utilizes the reductionist method to diagnose and teat illness from a
biological level. However, " . . . certain features of chronic pain can result in sufferers
being seen to transgress the categorical division between mind and body" (Jackson, 2005,
p. 332). When there is an absence of tissue damage, nerve damage, or another physical
explanation ofpain, biomedical treatnent options become scarce and likely ineffective'
The next step is to look for any psychological etiology. People may be classified as
"somatizer", "hypochrondiad', or "depressed." Such diagroses are then teated with
various psychological models, cognitive behavioral therapy, psychotherapy, or even
psychopharmacology; however, the mind is not the only contributing factor (Jackson,
2005, p. 336-337). There is not yet a sucressfirl or popular synthesis of treatnent for
mind, body, and environment within the biomedical realm.
l4
Jackson (2005) states that patients with cbronic pain have an "ambiguous status"
(p. 332) in the medical system. For this reasorl many people who suffer fiom chronic
pain report feeling stigmatized by their health professionals, family, and friends. This
stigma stems from the cultural idea that a person should only remain sick for the
designated healing time that is typical for their diagnosis. When symptoms last longer
than expected, the person is then put in what the theorist calls a "liminal state", where he
or she have fallen tlrough the cracks of a predictable diagnosis and are in a state of "in
between" (Jackson,2005, p. 333). With a state of liminality comes the feelings of being
out ofplace, worrying about finding a place to "fit in" and frusration (Jackson, 2005, pp.
344-345).
One way of coping with chronic pain, found in a study done by Borell, Asab4
Rosenberg, Schult, & Townsend (2006), was to take more control over the types of
treatment methods attempted. During interviews with people who suffer from chronic
pairq the researchers found that
"a thread tlroughout the interviews has to do with opportunities to make decisions
that are not always consistent with a cultumlly embedded normative social script.
It has been widely held that within the culture of the medical establishment the
- 
patient's role is complacently to follow recommendations of the physician.
However participants [in the study] exercise a sense of agency that often goes
agains this social script or norm" (Borell, Asab4 Rosenberg, Schult, &
Townsend, 2006,p.82)
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Functional Implications of Chronic Pain
Decisions and Actions
The negative emotions of patients with chronic pain have been proven to effect
decision-making in challenging situations. Researchers discovered that people with
chronic pain were more likely to make rash decisions in a time of stess, which could
impact everyday behavior (Apkarian et al., 2004). Living with constant pain can change
the way people view themselves, and their ability to perform tasks. Neville-Jan's (2003)
autoetlnography revealed that every action that a person with chronic pain takes is
influenced, in some way, by their pain. Peolsson and his colleagues conducted a study
that examined how 37 people living with chronic pain manage their symptoms. Many
patients described their pain as different depending on the context and environment. The
researchers summarized that a life in pain is an "apprenticeship process" because people
with chronic pain need to leam how to deal with the flares and lows in their pain
(Peolsson, Hyd6n, & Siitterlund-Larsson, 2000).
Chronic pain affects many aspects ofa person's daily life. After collecting data
from 13 patients with varying types of chronic pain, Fisher et al. (2007) and her research
team were able to uncover ttre common theme that "chronic pain is life changing" among
all thideen subjects. Participants in the study reported that they had to miss out on major
life events, and stop participating in activities due to depression or fear that the activity
would make their pain worse. Subjects in the study stated that they had to start planning
their activities around when they would have a flare up in their pain (Fisher et a1.,2007 ,
p.29E-299). This research implicates a role for occupational therapy to work with people
t6
to modifr their environments and routines to accommodate their pain symptoms in order
to engage in their desired life activities.
Occupations
Many people report that they are unable to continue doing everyday activities that
are meaningful to them due to their chronic pain (Fisher et al .,2007). It has been shown
that people with chronic pain strive to meet their own personal expectations, and social
expectations, to engage in activity. That leads them to ignore their pain and push through
it until the pain worsens. Once the pain becomes too intense, they are then forced to
withdraw from activity, until they become more aware of the dynamic between their pain
and their performance abilities (Satink, Winding, & Jonsson, 2004).
Several studies have been conducted that examine the experiences ofpeople with
chronic pain who perform their everyday occupations. A study by Aegler & Satink
(2009) explored how people who have chronic pain perceived their performance while
engaged in occupations. The researchers found that in order to stay active, the
participants had to give up specific occupations, or adapt their routine and sequence of
performing occupations around their pain. One participant stated, *I only dance when I
do not have a lot ofpairl because otherwise it would not cheer me up. Because otherwise
I would rather give it up" (Aegler & Satink, 2009,p.52). The participants in this study
also stated that getting used to taking breaks during activities, in order to complete them
without exacerbating pain, was hard to get used to (Aegler & Satink, 2009, pp.52-53).
Conversely, another study showed that engaging in meaningfirl activities can have
a positive effect on pain symptoms. One participant stated *I was...not aware of [pain]
when I'm doing things I really enjoy. IfI stop to think about it, I know it's there"
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@isher, Emerson" Firpo, Ptak, Wonn, & Bartolacci,2007,p.297). T"be study also
discovered that as participants were able to engage in meaningful occupations, their pain
symptoms often decreased and their perception of the pain was altered (Fisher et al.,
2007, p.296).
A shrdy done by van Huet & Williams (2007) examined the relationship between
a person with chronic pain's self-eflicacy, and occupational performance/satisfaction.
The results showed that there is a positive difference between pain self-eflicacy and
occupational performance/satisfaction, indicating that people who believe that they are
able to engage in occupations despite their pain, have a better chance of actually doing so
(van Huet & Williams, 2007). "Doing", either something physical or social, has emerged
as something of great importance for people with chronic pain @orell, Asaba.,
Rosenberg, Schult, & Townsend,2006). Although engaging in occupations is exremely
important for people with chronic pain, the experience greatly depends on how a person
manages their occupations with their pain. For example, it has been discovered that
women with chronic pain who are future thinking and always try to tackle new obstacles
find engaging in occupation challenging. Conversely, women with chronic pain who are
able to slow their pace and focus on the present moment tend to frnd engaging in
occupations pleasurable and satisffing; they are able to find joy in the small
accomplishments (Keponen & Kielhofner, 2006, pp.213-215). Another study by Heck
(1988) found that participants were able to tolerate pain sigrificantly longer, compared to
h control group, when they were engaged in an activity that had been identified as
"purposeflrl" (p. 580).
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It has been shown in the literature that tlere is a need for people who suffer from
chronic pain to "redefure" themselves. Many ofthe participants in the study by Henare,
Hocking, & Smythe (2003) felt that since they had lost the ability to engage in
meaningful occupations, they had to go through a process of redefining themselves.
Participants in the study who were able to hold on to some of their previous occupatiolls
were more hopefirl during this process than people who had to give up a majority of
occupations due to their chronic pain (Henare, Hocking, & Smythe,2003, pp. 514'515).
Treatment of Chronic Pain
Occupational Therapy
Occupational therapy is a physiotherapy that falls within the biomedical model in
the United States, however it is also a holistic discipline that takes into account all aspects
ofa person's physical, psychological, cultural, and environmental aspects. Occupational
therapists have a unique theory for treatnent, in that they recogrrize the value of
occupations for a person's health and wellbeing (American Occupational Therapy
Association, 2008). It has been said that " . ..no dominant physical or psychosocial
parameter can substanfially explain cbronic pain' (Apkarian, Baliki, & Geha, 2009, p.
84-85). This suggests a need for an individualized, client centered, and holistic approach,
such as occupational therapy, when teating patients with chronic pain.
From meta-analyses, article reviews, and clinical trials, Allegrante (1996) was
able to deduce that any intervention for people with cbronic pain that "combines exercise
with psychoeducational approaches can have a significant impact on reducing pain and
improving functional status" (p. 33S). Occupational therapists utilize many different
treatnent approaches for patients with chronic pain. On a psychological level, utilizing
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cognitive-behavioral therapy helps patients gain insight as to how they are perceiving
their pain, and how to change some of their attitudes toward the pain. Occupational
therapists also work to teach self-advocacy, so people are knowledgeable about their
condition, their treatnent options, and how to manage their own care. Additionally,
occupational therapists use the following strategies to allow patients to engage more firlly
in their meaningfrrl occupations: patient education in activity pacing and resting,
relaxation techniques, body mechanics, ergonomic modifications to the home and
workplace, exercise and stretching programs, administration of pain control modalities
like heat, ice, or ultrasound, goal setting, fatigue management, vocational rehabilitation,
biofeedback, splinting and positioning for soft tissue management, sleep hygiene, stress
management, and therapeutic recreation (Rochman & Kennedy-SpaierL 2007; Engel'
1999; Robinson, Kennedy, & Harmon, 201l).
Though it is clear that chronic pain interventions fall within the scope of
occupational therapy practice, there is a lack ofresearch that proves any specific
occupational therapy intervention can improve pain symptoms or fimctional abilities in
people with chronic pain. As a result there is a disagreement among the profession as to
what types of evaluation and intervention are most important for patients with chronic
pain. This leads to varied treatnent approaches between therapists and limited
understanding ofthe efficacy of chosen interventions.
When considering OT in chronic pain managemen! it is fnst necessary to
evaluate whether a person suffering from chronic pain is in need of occupational therapy
intervention. A study done in 2002 assessed occupational therapists' criteria for
evaluating and reating people with chronic pain. The researchers discovered that
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occupational therapists treated people when they showed "a need for patient education,
needs due to limitations in activity performance, needs due to patient's discouragement,
needs as a result of a patient's dependency, and needs related to work" (Miillersdorf &
Sdderback, 2002, p. 1). A study done eight years later revealed that occupational
therapists had more developed criteria for assessing a need for intervention (Skjutar,
Schult, Christensson, & Miillersdorf, 2010). The researchers discovered that occupational
therapy is indicated when a person has, "pain behavior that prevents engagement in
activity, lack of knowledge about pain mechanisms and strategies to deal with pain,
occupational imbalance in work, leisure, and home, emotional stess and depression due
to pain, and physical or environmental stain resrlting in limitations in occupational
performance" (Skjutar, Schult, Christensson, & Miillersdod 2010, p. 93).
Since there is no efficacy research or evidence based practice to lead occupational
therapists' treatnent decisions, there is question ofwhether the profession is meeting all
the potential needs for patients with chronic pain. The authors Robinson, Kennedy, &
Harmon (201l) shess that since there is a lack of evidence for treatnent with chronic
pairL it is imperative that occupational therapists utilize occupation-based practice and
focus on a firnctional outcomes for patients in order to stay within the OT scope of
practice (p. 108).
Brown aimed to identifr in her study from 2002 the treatnent modalities that
occupational therapists believe are effective for people with chronic pain. The only
teatrnents that occupational therapists were in 100% agreement included posture/body
mechanics, pain etiology, anatomy, medication review, relaxation aining, and
psychological assessment (Brown,2002,p.401). In a 2003 study, Brown took the results
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of occupational therapists' ideas of important treatnents and compared them against what
"service users" (people with chronic pain) believed should be included in treatnent. Of
the treatrnent categories that 100% of occupational therapists' deemed important for
treatnent, the service users agreed on posture/body mechanics (65.4%), pain etiology
(67 .2%), relaxation trainin g GaS%), and psychological assessment (38.1%). Anatomy
and medication review were not agreed upon high enough to rank on the list (Brown,
2003,p.1120). It is evident that the occupational therapists' and service users' responses
were quite different. It is believed t}at many people with chronic pain are not firlly
educated on all the aspects oftheir diagnosis that could render specific treatment
methods. However, this study indicates that there is a lack of education among
occupational therapists and among people with chronic pain as to all of the services that
are appropriate and available @rown, 2003).
Multidisciplinary Model
Since chronic pain has a complex and multi-factorial etiology, a multidisciplinary
approach has been found to be an effective form oftreannent (Oslund et al., 2009)'
Occupational therapists can be a valuable member of a multidisciplinary team. An
occupational therapis! Shannon (2002) reflected that upon her personal examination of
various multidisciplinary pain programs across the globe, many have a firnctional
approach, although there is not yet a consistent treatnent method.
A compilation of systematic reviews and meta-analyses done in 2003 examined
the therapeutic effectiveness of multidisciplinary pain programs (MPP) for people with
chronic pain (Opsina & Harstall, 2003). In the MPPs, the clinicians had ongoing
communication with each other, while providing simultaneous evaluation and teatnent
for their patients with chronic pain (Ospina & Harstall, 2003, p. ii). The clinicians that
were involved in tlese programs are of the biomedical background, including physicians,
nurses, psychologists, physical therapists, occupational therapists, case managers, and
pharmacists (Ospina & Harstall,2003, p.6). The patients admitted to MPPs were
described in the literature as having "greater frmctional impairment, experience higher
levels of emotional problems, more constant pain, more negative attitudes about the
future, and have failed less intensive medical interventions having been seen by a wide
range of physicians" than people in the community with chronic pain (Ospina & Harstall,
2003, p. 7). Overall, there was a lack of high-level evidence in support of the
effectiveness of MPPs. Many programs did not keep ourcome records, however one
systematic review revealed effectiveness of MPPS in chronic low back pain patients for
firnctional improvements and pain reduction (Ospina & Harstall, 2003, p. ii). Overall,
this review provides inconclusive evidence of effectiveness of multidisciplinary treatnent
from practitioners of biomedical background, however there are trends to support positive
changes from some of the likrature.
One study in the literature by Oslund et al. (2009) also indicated that
multidisciplinary care can have long-term effectiveness for people with chronic pain.
The study describes the model as being interdisciplinary, however the definition of
clinician interaction and plan of care fits the researcher's description of multidisciplinary
for the purposes ofthis literature review. The researchers examined pain severity,
emotional distress, interference of pain on function, perceived control ofpain, teatment
helpfrrlness, and number of hours resting. The participants received occupational
therapy, physical therapy, group relaxation, cognitive behavioral therapy, and group
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education classes for six treatnents. At six months, and one year post intervention, all of
the categories examined showed significant findings for improvement, proving the
effectiveness of a multidisciplinary model of care (Oslund et al., 2009).
Airother study done surveyed hospitals and private clinics in Canada to assess
what disciplines worked in chronic pain programs (Peng et al., 2008)' General
practitioners, anesthesiologists, and physiatists were the most common health care
professionals. Only a few chronic pain programs had non-physician clinicians working
in their facilities, with occupational therapists workingn7l%o of facilities, but most only
on a part time basis (Peng et al., 2008, p. 486). There were no articles in the literature
that excluded phamracology, or specifically stated that the participants were not also
receiving pharmacological intervention'
In a multidisciplinary model, the biopsychosocial model of practice is proven to
be effective in chronic pain management. A systematic review of multidisciplinary
chronic pain pro$ams that utilize biopsychosocial rehabilitation with functional
restoration found that patients with chronic low back pain had a reduction ofpain and an
improvement in function after treatnent (Guzmrin, Esmail, Karjalainen, Malmivaar4
Irvin, & Bombardier, 2001).
Integrative medicine
Overall, there is a small amount of literature that discusses complementary and
altemative medicine (CAM) practitioners as part of a multidisciplinary chronic pain
teatment Fogram. Ndao-Brumblay & Green (2010) conducted a retrospective analysis
of patients with chronic pain and fowd a34.7o/o usage rate of CAM interventions. This
high usage rate shows that people with chronic pain are seeking out CAM intervendons.
24
Tan et al. (2007) reviewed the efficacy of multiple CAM interventions. Overall, there
were mixed results but a positive trend. Each specific CAM intervention had various
effects on people's pain symptoms (Tan et al., 2007,p.215)
Hart (2008) emphasizes the importance ofan integrative approach to treating
chronic pain, as the etiology and symptoms vary for each person. The difftculty with
tueating chronic paiu is that each client has individual symptoms and causes, which
makes a universal cure impossible. CAM interventions, together with biomedicine, can
address the psychosocial, environmental, physical, and cultural contexts ofpain (Har!
2008, p. 67). In a study that examined activity participation in people with chronic pain,
one participant found, " [seeking out CAM interventions] a valuable way to be actively
engaged in her own treatnent..." (Borell, Asaba" Rosenberg, Schult & Townsend, 2006,
p. 82). There are a variety of CAM interventions available for people with chronic pain.
Structural Integration (Rolfi ng)
Structural integrators work to "release the body from leamed patterns of
movement and tension that cause dysfunction and pain" (Jones, 2004, p.799). Stuctural
integrators believe that the cause of pain is from tightened fascia that connects all soft
tissue, causing contractures and muscle tension with abnormal movement pattems. The
soft tissue and "myofacial release" techniques are done to restore normal alignment and
movement patterns, which in theory reduces pain (Jones, 2004).
Structural integrators believe that it is necessary to integrate the physiological and
neurological theories with connective tissue changes in order to treat chronic pain.
Structual integrators hypothesize that "pain related fear leads to a cycle of decreased
movement, connective tissue remodeling, inflammatiorl nervous system sensitization,
and further decreased mobility" (Langevin & Sherman,2007, p. 74). By applying
changes to the soft tiszue and fascia with mechanical force, the abnormalities will be
reversed and pain alleviated (Langevin & Sherman, 2007 , p. 74).
There are no studies in the literatue that show the effectiveness of structrual
integration specifically in the treatnent of chronic pain, nor in conjunction with any
multidisciplinary pro$am. However, rolfing is mentioned in the literature under the
"massage" category, as it is a form of soft-tissue manipulation, and has been included in
Cochrane reviews of the effectiveness ofmassage therapy in the treatment of chronic
pain. Massage therapies have been found to be superior in the treafinent of low back
pain, headache pain, neck/shoulder pain, and in fibromyalgia than relaxation therapy,
acupuncture, and against a placebo treatnent (Tan et al., 2007, p.202).
Chiropractic
In conjunction with recommendations for diet, exercise, and nutrition,
chiropractors utilize spinal manipulation as a primary intervention technique. The
purpose of spinal manipulation is "to restore joint mobility by manually applying a
contolled force into joints that have become hypomobile - or resticted in their
movement 
- 
as a result of a tissue injury" (American Chiropractic Association, 2011).
Chiropractic manipulation has been proven to be the most common CAM
intervention for people suffering from low back pain (Tan et al., 2007,p.201).
Chiropractic manipulation has also been proven to have sigrrificant clinical and statistical
results for people with low back pain when analyzed in a Cochrane review, and against
placebotherapies(Taneta1.,2007,p.202;Chou&Huftnan"2007,p.494-495). One
study compared outcomes of patients with chronic low back pain who received
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chiropractic teatnent versus a family practice physician. The researchers found that
patients who saw a chiropractor had significanfly better results for change in pain
severity, and change in functional disability than participants who received treatment
from a physician (Nyiendo, Haas, & Goodwin, 2000).
Occupational Therapy and Integration
There are currently no studies in the literature that include occupational therapists
with complementary and altemative medicine (CAM) practitioners in multidisciplinary
pain programs. However, since CAM methods are popular and proven to be usefirl in the
teatment of chronic pain, occupational therapists should be familiar with CAM treatnent
methods. A questionnaire was sent out to occupational therapists in Canada to assess their
knowledge of CAM interventions, and the rate of usage for CAM methods in their
intervention. Of those surveyed, 3 1 .2% of occupational therapists have used at least one
form of CAM in their practice, and 37 .7Yo of occupational therapists have referred a
client to at least one form ofcAM intervention. According to the study, the main reasons
for occupational therapists not utilizing cAM's or refening their patients were from lack
oftaining, overall disinterest in CAM, and lack of scientific evidence to support its
efficacy (Knupp, Esmail, & Wanen,2009).
Occupational therapy is a profession that takes a holistic view of the client. In
tum, occupational therapists should be open to their clients receiving holistic care. In
today's economically driven society, there is a challenge for occupational therapists to be
truly holistic (Finlay, 2001). This can be an area where a multidisciplinary and
integrative approach to teatnent is the most beneficial for the client. occupational
therapists can focus on their core goals, without straying from their holistic loots. By
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practicing in conjunction with other disciplines, the focus is shifted back to client-
centered, holistic care.
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Chapter 3: Methods and Procedures
Research Questions
1. Do occupational therapists bave a role working on a multidisciplinary team
'with CAM and conventional medical practitioners?
2. Is an integrative program optimal for a client with chronic pain?
3. Is,a multidisciplinary program optimal for a client with chronic pain?
4. Does occupational therapy intervention increase a client's ability to participate
in meaningfrrl occupations?
Hypothesis
Patients receiving occupational tlerapy intervention, within a multidisciplinary,
integrative chronic pain program, will demonstrate an improvement in occupational
performance and satisfactior\ an increase in functional capabilities, and an increase in the
utilization of positive coping strategies for pain managemetrt.
Delimitations
Patients with confirmed pathology were not included in this study, as it would not
be possible to conhol occupational therapy intervention techniques among a wide variety
of pathologies. The Canadian Occupational Performance Measure (COPM) was chosen
to tack functional outcomes, because it is client centered, tracks improvement over time
with occupation based tasks, and is able to be administered within a reasonable time
frame. The Chronic Pain Coping Inventory (CPCI) was chosen to track the utilization of
coping methods over time.
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Assumptions
A vital assumption to this study was that all participants gave an accurate self-
report on both outcome measures. Since both outcome meariures were subjective in that
they are reliant on self-report, it would have been impossible to control for the variance in
self-perception between participants. Another assumption was that all treating
occupational therapists utilized client centered approaches, and similar frames of
reference for treatnent with the participants. A standard treatment protocol would not
have been feasible, as the pathology and clinical presentations were varied of chronic
pain in each participant. It was also assumed that tle other involved clinicians performed
to the best oftheir abilities, and that they utilized the most appropriate intervention
techniques on each participant.
Participants and Selection Method
Participants in the study were patients of the Ithaca Free clinic who were referred
for occupational therapy services by a physician or nurse practitioner. The participants
were all over the age of 18, suffered from chronic pain, and were in the chronic pain
program at the Ithaca Free Clinic. According to the Ithaca Free Clinic inclusion criteria,
in order to be eligible for the chronic pain program, participants must have chronic pairq
defined as neuromusculoskeletal symptoms persisting for 12 weeks or more. Exclusion
criteria were suspected or confirmed pathology (e.g. neoplasia, infection, fracture,
inflammatory disease), or contraindications to exercise. This inclusion criterion had been
made known to all refening Ithaca Free Clinic providers. Participaats in the study
received services from providers in the chronic pain program regardless of whether they
volunteered for the research study. Four participants received OT and chiropractic
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services Group one). Two participants received OT and sauctural integrative services
(group two), and one participant received OT services (group three). The types of
services provided to the participants were based on provider availability, and
appropriateness of intervention based on diagnosis and clinical presentation.
Procedure
All participants received individualized occupational therapy evaluation and
treatnent. Occupational therapy intervention included, but was not limited to, lifestyle
and routine adaptation, teaching positive coping strategies, ergonomic training,
exercise/range of motion, and environmental adaptations (Chart 1)' Participants in group
one of the study received occupational therapy services in conjunction with chiropractic
services. Participants in group two received occupational therapy services in conjunction
with structural integration, and the participant in group three received only occupational
therapy services. Participants were seen by an occupational therapist between four and
six sessions for evaluation and heatnent (Table l).
Measurement Instruments
AII participants were given the Ctuonic Pain Coping Inventory (CPCI) and the
Canadian Occupational Performance Measure (COPM) during the initial OT evaluation
in order to measure the efficacy of treatment and to hack functional outcomes. In
addition, the researcher obtained treafinent methods, patient statements, and other
subjective information from the clinicians' notes.
CPCI. The CPCI is a 7O-item self-report that evaluates the participants'
Aequency ofusing either illness-focused or wellness-focused coping strategies' Illness-
focused coping strategies are "guarding", "resting", and "asking for assistance." These
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types of coping stategies result in a decrease of functional activity, and for this reason
the authors state that they are considered maladaptive. Wellness-focused coping
strategies are "exercise or stretch", "relaxation", "task persistence", "coping self
statements", "pacing", and "seeking social support." These are strategies that are
typically taught during interventions, and are considered adaptive because there is an
increase in fr.mction following their use in daily life (Jensen et al., 2008' p. l3).
The initial validation showed the CPCI illness-focused scales had positive
associations with dysfunction and negative associations with measure of activity. The
wellness-focused categories (except coping self statements) were found to have the
opposite pattem (Jensen et al., 2008, p. 30). The scale was normalized to achieve T
scores derived by the Johnson curve method (Jensen et al., 2008, p. 3l ).
The authors state that resting is maladaptive because of the psychological
implications of feeling "out ofcontrol" as the patient's pain is now dictating their activity
pattems (called '!ain contingent rest")' A loss of contol contributes to feelings of
helplessness and depression (as cited in Jensen et al., 2008). The authors also state that
prolonged rest leads to decrease in muscle shength and endurance. Resting differs from
activity pacing, in that activity pacing is preventative. When practicing activity pacing, a
person schedules their activities in a longer period of time to prevent a pain from flaring
up while still completing the task. This differs from resting, where the person must stop
their activity because their pain is too intense (Jensen et al., 2008). Asking for assistance
is also considered maladaptive because it is believed to take away opportunities for
people to be independent. The authors acknowledge that knowing when to ask for help is
important, which is why seeking social suppolt is considered an adaptive coping method,
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but overusing the help of others can lead to a loss of independence (Jensen et al., 2008,
pp. 16-17). Task persistence is considered adaptive only for people who are not causing
physical harm to their bodies as they continue activity despite pain. It is linked to
positive outcomes, and higher physical and psychological functioning (Jensen et al.,
2008, p. 18).
Reliability. The CPCI has been proven to have strong intemal consistencies for
all categories, with coeffrcients ranging from .70 ta .94. FoI test-retest reliability' the
CPCI categories ranged from .55 to .90 across samples taken from several different
studies. (Jensen, et a1.,2008, p' 37-38).
vatidity. The cPCt has had extensive research documenting various types of
validity. The Illness-Focused coping scales were all positively correlated with each
other, and the Wellness-Focused coping scales were positively correlated with each other
(with the exception of task persistence with relaxation and seeking social support which
gave non sigrrificant results). The cPCI has been examined against several othel
measures to determine construct validity. The Coping Strategies Questionnaire (CSQ)
andtlreCPCIweresignificantlycorrelated(r.54,p<.001).TheMentalHealthScaleof
the SF-36 Health Survey and the GPCI task persistence scale were correlated (r:.33),
resting scale (r-.19), and exercise/stretch scale (r=.28). Throughout various other
studies that have tested the validity ofthe CPCI, it has been found to be a valid tool that
is also usefirl for showing changes related to heafinent (Jensen et a1., 2008, pp. 39-46).
COPM. The COPM (Law, Baptiste, Carswell, McColl, Polatjko, & Pollock,
1998) is an interview style assessment that is designed to be a clinical outcome measure'
It detects a change in the client's self-perception of their occupational performance
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problems over time. There is an initial interview, where the clinician asks their client to
identifi between one and five occupational problem areas. Each area is given a score
between one and ten, indicating how well the person believes they are performing that
occupation (occupational performance) and how satisfied they are with their current
performance (occupational satisfaction). After the intervention period, the occupational
problem areas are re-visited, and the client assigns new scores for occupational
performance and occupational satisfaction. A change of2 or more points, in a positive
direction, from pre to post test represents a clinically important change (Law et al., 1998).
The coPM has been proven to be a tool that has good criterion validity and sensitivity to
change as an outcome measure for people who are in a chronic pain management
program (Carpenter, Baker, & Tyldesley, 2001, p' 16). In one study, scores on the
coPM were significantly related to the theoretical definitions of satisfaction with a
person,s occupational performance, reintegration into community, nomral living, and
overall life satisfaction (McColl, Paterson, Davies, Doubt, & Law, 2000)'
Qualitative. The researcher also utilized qualitative data taken from clinician
notes from evaluation and intervention sessions. This data was used to tack clinicians'
intervention techniques, along with their perceptions ofthe participants' motivation level,
overall affect, functional gains, and changes in pain level. Qualitative data was not
measured for the purposes of this study; however, it does provide valuable feedback for
the researcher to do a gross assessment of the participants' attitudes and perceived
progress throughout the study. It also enabled tracking of the occupational therapy
inteT vention techniques between cliniciars.
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Design gathering analyzing and interpreting data
There were a total of seven occupational therapy practitioners, including three
occupational therapists, three occupational therapy students, and the researcher, who
were treating participants over the course of the study. The participants were seen for a
minimum of four visits, once per week for thirty to sixty minute individual sessions. All
of the therapists were in communication with each other regarding intervention methods
and frames of referenc€ for treatrnent. The therapists all utilized a client-centered
approach, and treatrnent methods varied depending on the evaluation results and needs of
each individual participant. The treating therapists administered the COPM and CPCI to
their participanl and scored each pre and post assessment. The researcher re-scored each
measure to ensure accuracy and reliability'
The chiropractor that saw four of the participants utilized a diversified technique
of manipulation for all the participants. Treatnent was individualized based on the
clinical presentation and needs ofthe participants. The chiropractor saw four ofthe
participants between 7 and 12 times each (Table l). The shuctural integrator saw the
participant in group three a total of three times (Table l). He utilized individualized
treatment based on the participants' clinical presentation and evaluation. .
All of the results from the outcome measures were interpreted by the researcher.
The participants' evaluations were kept in their medical charts at the Ithaca Free Clinic,
and all results were coded and assigned pseudonyms. The quantitative results from the
CPCI and the COPM were analyzed using the Predictive Analytics SoftWare CAS\If)
statistics program. The qualitative information taken from the clinicians' notes were
utilized during the discussion ofresults.
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Scope and limitations of study
This study included adults over the age of 18 from the Tompkins County, New
York area. The participants all were un- or under- insured, as they were receiving
services from the Ithaca Free Clinic. The study included both males and females.
One of the major limitations ofthis study was the lack of cunent research and
empirical data to support the hypothesis. The small sample size also contributed to some
limitations during statistical analysis, as there was greater potential error for change to
have occurred from chance over intervention. There was also not a way for the researcher
to differentiate whether the participants' progress was as a result from one particular
practitioner or a combination of disciplines, as the sample sizes ofthe groups were too
small to complete a comparative analysis. The fact that there were multiple clinicians,
both occupational therapists and clinicians of other disciplines, who had interaction with
the participants created large room for therapeutic rapport to have potentially affected
outcomes.
Another limitation of the study was the categorization of the CPCI. The researchers
ofthe measure chose to include resting as an Illness-Focused coping mechanisn. ln
occupational therapy treatment, intervention methods include teaching participants to
take rest breaks during activities before pain symptoms flare, so that they are able to
complete them independently. Although the CPCI outcomes state that there should be a
decrease in the utilization ofresting, clinically an increase would be more adaptive
according to an occupational therapy perspective. The same issue occurred with ttre
categorization of task persistence as a wellness-focused coping strategy. Occupational
therapy treatnent intervention contadicts the CPCI, as occupational therapists in this
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study taught participants to take breaks during tasks, and pace instead of "pushing
through" so as not to exacerbate pain symptoms. Clinically, a decrease in the utilization
of task persistence would be more important than the expected increase according to the
scoring manual.
When the categories were normalized for the CPCI during reliability testing,
participants with confirmed pathologies were not excluded. In this study however,
participants were only included who did not have confirmed pathology for their chronic
pain. This is important because in people with confirmed pathology the pain is not
expected to be relieved. Over the course of this study, many of the patients had an
overall decrease in pain after intervention. For that reason, they no longer needed to
utilize any pain coping strategies. The CPCI results do not account for a participant not
needing to utilize any coping shategies, and the researcher did not obtain objective
measurements of pain during intervention.
Since the researcher did not hypothesize that there would be a decrease in pain
symptoms, a limitation of the study became that there was no objective measure of
participants' pain levels over time. This, in combination with the inclusion criteria of the
CPCI normative sample, did not accurately account for the potential for participants to
have a decrease in their pain symptoms.
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Chapter 4: Results
Participants
Table I describes the participants from the study. The mean age was 41 years
old, and there were four females and two males among the participants' All of the
participants had varying locations in the presentation of their chronic pain; however,
common sites were back, neck, and leg pain.
Table I
De s cription of P artic ipants
Chronic Pain
Gender Location
No. OT No. Other
Treatnents Treatrnents
Jake
Jane
Eileen
Jenna
Andrew
Bree
52 Male Back Pain
s5 Femare llxlT,-;j,',f
28 Female 
,n|;'u:ilX"
32 Female Neckand low
oacK parn
26 Male Left shoulderpaln
t2
12
7
8
J
054 Female Left knee pai
/Vrrr. P".ti"'ipants i" group one received OT and chiropractic services, the participant in grouP two
received OT and structural integBtion servic€s, and the participant in group three received OT services.
Names of participants are assigned pseudonyms.
Canadian Occupational Perfomance Measure (COPM)
Four out of the six participants had clinically important changes in their
occupational satisfaction and performance after the completion of their treatrnent. Two
ofthe participants that had clinically important changes were in group one' one
participant was in group two, and one participant was in group three (Table 2). The two
participants that did not achieve a clinically important change did have an overall positive
change in their scores from both catego es (Table 2). In a paired sample ,-test, the
average increase of all the participants' pre to post test scores, for both occupational
7
6
5
4
4
38
satisfaction and performance, were found to be statistically significant (Table 3). The
effect size findings from Table 4 support the significant findings from the t-test, as the .
scores of -.76 and -.69 indicate a medium to strong treatsnent impact by eliminating the
potential error from the small sample size of the study.
Table 2
Participqnt Change Scores : Canadian
Occupaional Perfonnance Measure (COPM)
Participant Satisfaction Performance
1.00
4.80
2.25
1.60
7.00
3.00
shown in boldface. A score ofgreater than or equal to
2.00 marks a clinically important change'
.50
4.80
Jake
Jane
Eileen
Jenna
Andrew
Bree
Figure 1
Canadian
2.00
1.80
4.00
2.75
P, Measure: Scores
8
'1
6
5
4
3
2
I
0
tr Satisfaction
I Performance
Eileen Jenna Andrew BreeJane
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Table 3
Paired Sample T Test: Canadian
Occwational P erformance Measure (COl tr4Category r DF sig.
Satisfaction -3.93 5
Performance -1.05 5
.011
.008
Note. DF =Degrees of fieedom. c= .05. Satisfaction and
Performance change scores were derived fiom Pre to
Post scores. A negative score indicates an increase
in score from Pre to Post test.
Table 4
Effect Size: Canadian Occupational
P edormanc e Me asur e (C OP M)
Category Cohen'sd Effect Size r
Satisfaction -2.33 -0.76
Performance -1.91 '0.69
-lvore. 
Negative directionality ofscores indicate a
higher Post score than Pre score.
Chronic Pain Coping Inventory (CPCI)
The CPCI indicates a reatnent goal score for the post test for each of the nine
categories. As indicated by Table 5, the results vary drastically for each of the categories.
For guarding, five out of the six participants reached their treatnent goal score, whereas
in the exercise category, none of the participants achieved the treatnent goal. By looking
at Figures 2 through 10, it becomes evident that the participants in the wellness-Focused
coping strategies tended to have a positive trend (except for task persistence), and scoles
from the Illness-Focused coping strategies tended to have a negative tend (except for
resting). The categories that were found to be sigrificant with an o = .05 are guarding
(.05), and exercise (.02) (Table 7). The effect sizes for guarding (.61) and exercise (-.64)
confimr that there was a medium-high teatnent impact (Table 8).
Figure 2
"Illness-f,'ocusedtt
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Chronic Pain Coping Inventory (CPCI): Gtmrding Change Scores
Figure 3
Chronic Pain Coping lrwentory GPCI): Resting Change Scores
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Figure 5
Clronic Pain Coping lrrentory (CPCI): Exercise & Stretch Change Scores
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Figure 6
Chronic Pain Coping Inventory QPCI): Relmation Change Scores
"Wellness-Focused"
Relaxation
7
6
5
4
J
2
1
0
-l
-2
-5
Figure 7
ttWellness-Focused"
Task Persistence
l5
l0
5
0
-5
-10
-15
Chronic Pain Coping Inventory (CPCI): Task Persistence Change Scores
Figure 8
ttWellness-Focused"
Coping Self Statements
15
10
5
0
-5
-10
-15
-20
43
Chronic Pain Coping Inventory QPCI): Coping Self Statements Change Scores
Cfuonic Pain Coping Inventory (CPCI): Pacing Change Scores
Figure 9
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Chronic Pain Coping Inventory (CPCI): Seeking Social Support Change Scores
Figure 10
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Table 5
Post Scores: Chronic Pain Copins Inventorv (CPCI)
Illness-Focused Coping Wellness-Focused Coping
Participant Guarding Resting Assistance Exercise Relaxation Task Coping Pacing Social
46
42
37
54
37
46
Jake
Jane
Eileen
Jenna
Andrew
Bree
45
38
39
4L
30
34
50
49
47
53
47
34
46
58
58
54
61
54
47
5l
60
48
49
41,
63
50
45
5l
65
48
54
43
46
49
53
47
54
43
34
54
58
59
45
s0
44
59
49
54
lvore. Treatment goal scores that have been obtained are shown in boldface.
Table 6
Paired Sample T-Test: Clronic Pain Copins Inventorv (CPCD
Illness-Focused Coping Wellness-Focused Coping
Guardine Restine Assistance Exercise Relaxation Task Coping Pacing Soc!4tl
t
DF
sie.
2.51
5
.05
-0.76
5
.48
-3.42
5
.02
-2.39
5
.06
-0.48
5
.65
-t.94
5
.11
-1.18
5
.29
0.93
5
.39
1.16
5
.30
lvor€. DF = Degrees offieedom. a= .05. Satisfaction and Performance change scores were derived from Pre to Post scores. A positive score indicates a decrease
in score from Pre to Post test. A negative score indicates an increase in score from Pre to Post test.
Table 7
Effect Size: Chronic Pain Coping lwentory (CPCI)
Illness-Focused Coping Wellness-Focused Coping
Guardine Restins Assistance Exercise Relaxation Task Coping Pacing iSqel
Cohen's d
Effect size r
1.53
0.61
-0.25
-0.13
0.70
0.33
-1.64
-0.64
-0.94
-0.42
0.37
0.18
-0.19
-0.09
-0.53
-0.26
-0.56
-0.27
iVore. Negative dirrctionality ofscores indicate a higher Post score than Pre score. Positive directionality of scores indicate a lower Post score than Pre score
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Chapter 5: Discussion
Outcome Measures
The COPM results appeared to be the most valuable outcome measure of the
study. The change scores in both occupational performance and satisfaction displayed
functional improvemfits for all the participants. In addition to the quantitative outcomes,
the participants reported to their clinicians that ihey have been able to engage more firlly
in their occupations since treatment. Jake stateal, "I am able to get up and go in the
moming and not worry about hurting." One OT clinician stated in his note that Jane was
"making improvements in ability to participate in meaningfirl activities without pain."
The fact that the COPM is a self-report, subjective measure is both an advantage
and a disadvantage. It was not possible to control for the fact that the participants may
not have accurately reported their satisfaction and performance scores. However, when
tracking frmctional improvernents, from an occupational therapy perspective, the
participant's own perception of their improvement is the most important. If a person
feels more competent, and confident with their ability to engage in occupations, then
treatrnent can be considered successfrrl. Also, since pain is a subjective experience, a
subjective and client-centered outcome measure can be considered appropriate.
Another outcome, that was unexpected by the researcher, was that many
participants reported an overall decrease in their pain. Many people with chronic,
musculoskeletal pain do not experience a relief in overall pain, but leam to manage pain
symptoms and re-stucture their daily routines to improve fimction. For this reason, there
was not an objective measure for pain level throughout the study. The participants'
functional improvements partially resulted from their decrease in overall pain as a result
4'1
of treatment. Subjective data collected from the clinicians' notes confirm this hypothesis.
Jane's clinician wrote in her chart tha! "patient reported that she has not had to use many
of the coping strategies taught in therapy because she is experiencing less pain and
therefore has less opporhmity to use the stategies." Throughout all the remaining
participants' charts, clinicians reported deffeases in pain from at least one session.
Despite the limitations discussed earlier, the CPCI yielded clinically important
results. The categories that showed statistically unexpected outcomes included task
persistence and resting. However, both categories had outcomes that were clinically
expected. The task persistence category is in the Wellness-Focused coping section.
Although the authors of the CPCI state that participants should increase their utilization
oftask persistence, occupational therapy treatnent contradicted that. Treatrnent
consisted of educating patients to utilize pacing, and re-structure daily routines in order to
prevent pain and to be able to engage in tasks completely and independently without the
need to persist through pain. This is shown in the results of the CPCI. Four out of the six
participants had an increase in the utilization of activity pacing (Figure 9), and the same
four participants had a decrease in the utilization of task persistence (Figure 7).
Similarly, the authors of the CPCI stated ttnt participants should not rest during
activity, as it results in a decrease in ability to engage in fi.rnctional tasks' However, in
occupational therapy treatnent, participants were educated that if they rest and pace
throughout tasks (energy conservation), they will be able to complete the activity with
less exacerbation ofpain symptoms during and after the task. In the results, four out of
six of the participants had an increase in both resting (Figure 3) and pacing (Figure 9).
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One of the patients reported duing the study that she felt "more in control of her
pain." Another patient stated, "I feel that I now have a lot of tools to incorporate into my
daily life to deal with my pain. I feel good about what I have leamed."
Chapter 6: Summary, Conclusion, and Recommendations
Summaty
The hypothesis is proven to be correct, in that all participants had an improvement
in their occupational performance and satisfaction from pre to post Eeatnent as measured
by the COPM. This shows the participants had an increase in functional capabilities and
an increase in the ability to engage in meaningfirl occupations. Participants also
displayed an overall increase in the utilization ofpositive coping stategies for pain
management as measured by the CPCI and qualitative results. An unexpected result was
that many ofthe participants also reported an overall decrease in pain symptoms after the
intervention.
It has been shown that occupational therapists are able to complement and work
with conventional and altemative practitioners on a multidisciplinary team. Secondary to
the small number of participants in each group, it was not possible to determine whether a
multidisciplinary or integrative chronic pain program was optimal over individual
occupational therapy teatnent for a person with chronic pain-
Conclusion
Occupational therapy intervention in combination with structural integration and
chiropractic, and occupational therapy provided as a sole intervention, can help people
with chronic pain engage more often and more firlly in their occupations. This leads to an
increase in flrnction. Occupational therapy can also help patients with chronic pain
utilize more positive coping strategies instead of maladaptive stategies, in order to
continue to participate more fully in activities without exacerbating pain symptoms.
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Recommendations for future research
It is recommended that future studies be done in order to show efficacy of
occupational therapy intervention for people with chronic pain within an
multidisciplinary and integrative progmm. A study with a larger number of participants
would help to show more powerfri treatnent impact and generalizability of rezults.
Also, ifparticipants could be distributed evenly among various teatnent groups of
multidisciplinary teams, future studies could compare the effrcacy of multidisciplinary
treatrnents versns occupational therapy intervention alone.
A longer treatnent time period or a longitudinal study for participants may show
more significant outcomes. Future studies could also utilize a variety of frrnctional
outcome measures in order to track progress, and should include a quantitative measure
ofpain.
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9. I got support hom o friend. 234567
I I. Reminded mysalf thot things could be worse. or 234s67
13. Focused on muscles. OI 234567
15. Told things will gel bettrsr.
19. Exercised to shengthen the muscles in my orms for ot leost
21. Thought obout someone wifi worsa lhon mine.
23. Told myself thot lom lo my poin problem beiler ihon
29. Told myself will qet better.
3.l. Exercised b shengthen fie muscles in my legs for ot leost 1 mlnule.
ot 234567
234567
t234557
I 234567
t 234567
234557
234557
0l
17. I got support from o fomily member.
obout oll the good things I hove. 234567
27. Askd br help with o chore or bsk. 234567
o
ffi
o33. listened b o re]oxotion tope to relox. 234567
35. Engoged in oerobic exercise (exercise thot mode my heort beot foster) for of leost
l5 minules. 01234557
olher
j Numberofdoys
during the post weok
z. Just didn't poy oltention to the
7. Meditoted to relox.
l. Loy on my bock, slrelched, ond held the strehh gt-l"gt! 
.!.9-:="-.!-{tt
3. Rested in o choir or recliner.
5. Weni "slow ond sleody" to help distroct
Z. Exercised to condition for ol leost 5 minutes.
9. Reminded myself thot there ore who ore worse off thon I om.
l, Lov down on o bed.
5. n"ri^i"a mysell obout things thot I hove going lor me such os inlelligence,
good looks, bnd good hiends. 0
0
0
o
0
o
0
5. I iusl keptgoing.
with o friend.
t.-ffi"h"i ilie muscles where I hurt ond held the shetch for ol leost 10 seconds.
with o fumily member.
3. Went into q roaim
5. Exercised to the muscles in bock for ol leost I minule.
7. By going ol o reosonoble poce (nol too fost or slow|, poin hod less efbct on whot
I wos doing. OI 23
?. Did not let the poin offed whol I wos 23
ot234567
o1234567
0 I 2 3 4 5.6 7
from
overoll
01234567.
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